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1. There | was trying to scrub the linoleum 
with the doctor tramping all over the wet floor. 
Begorra, and he was raising the old Harry about 
there not being any patients. But me, I didn’t 
bother myself about it very much because he’s 
been carrying on like that for a month! 


2. Well, pretty soon in walked one of those sales- 3. “Business is terrible,”” the doctor burst out. 
“I’m not getting my old patients back. And new pa- 
tients aren’t coming in! I don’t understand it but 
I’ve got to do something about it! Perhaps vou can 
offer some suggestions that will help.” 


y & man lads from Riggs Optical Company with a big 
ae smile on his face. As soon as he saw the doctor’s dark 
look he asked him what was the matter. So the docter 
told him his troubles from start to finish. 


5. Well, after the Riggs man left the doctor , 


4. “Right!” says the salesman, 


“we can give you 


some good ideas.”” Then he explained how the use of 
protected products, prescribed by name, build pres- 
tige and practice. He showed ethical promotional 
material—he certainly had some mighty fine plans. 


RIGGS 


OPTICAL 


Your Riggs representative is a good man with whom to counsel. He is of service to vou in many ways. 
Through him the resources of a great company are at your disposal... resources to help build your 
practice and increase vour income. Know your Riggs Representative. Consult with him and you profit! 


Cc M A N Y Distributors of Bausch & Lomb Pro ucts 


grinned and said, “‘Maggie, there’s a company that 
really goes out of its way to help a fellow!—and just 
to show you my heart’s in the right place too, here's a 
little gift for you!”—and by golly it was a dollar! 


me Good Turn ‘Deserves Another 
a 
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PRESCRIBE (Sausck BY NAME! 


Millions of Americans know and respect the Bausch & Lomb 


name. Tell your patients that the glasses you supply 


Your training and your experience are 
the bases on which you build skill and 
reputation in your community. You are 
known for the work you’ve done, the 
patients you’ve fitted. As your fame 
grows, your practice grows. 


So it is with Bausch & Lomb. For 85 
years we've been building skill, reputa- 


are genuine Bausch & Lomb quality. 


tion, name and fame. Today in every 
corner of the earth the name of Bausch 
& Lomb is known to stand for high scien- 
tific merit. People familiar with Bausch 
& Lomb reputation fall into almost every 
phase of science and industry. 


Sportsmen know Bausch & Lomb as 
producers of binoculars and spotting 
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scopes unsurpassed in performance. This 
year advertisements in 30 national 
magazines are carrying the Bausch & 
Lomb quality story to 32,662,925 out- 


door lovers. 


In the great universities, hospitals and 
research laboratories of the world, Bausch 
& Lomb microscopes and scientific in- 
struments are contributing their share 
to human knowledge and advancement. 
Wherever pictures are made, from the 
bottom of the sea to the highest point 
ever reached by man, photographic lenses 
of Bausch & Lomb manufacture have 
made faithful reproductions of views 
seen. 


Industrial plants find dozens of uses for 
Bausch & Lomb instruments for inspec- 
tion and quality control. 


Spectacular achievements made possible 
by Bausch & Lomb instruments are 
almost daily headlined in the newspapers 
and magazines of America. 


And you have the opportunity to utilize 
this immense and favorable reputation 
earned by Bausch & Lomb. Tell patients 
that you use products made by Bausch 
& Lomb when you correct their vision. 
Your statement, “These glasses are 
genuine Bausch & Lomb quality,” will 
win instant recognition among a large 
number of your patients. 


Tell patients that the Bausch & Lomb 
name for precision and quality foremost 
1s as jealously guarded in the field of 


visual correction as in any other field 
of scientific endeavor. Explain how 
Bausch & Lomb lenses are made only 
from Bausch & Lomb glass, so that 
every step in lens production may be 
controlled by the scientists who de- 
signed the lens. Tell patients that the 
craftsmen who fashion Bausch & Lomb 
frames and mountings carry on a life- 
time tradition for fine workmanship. 


To your own reputation for skillful eye- 
sight service, you add the reputation of 
the Bausch & Lomb name. The com- 
bination is stronger, more impressive 
than yours alone—or ours alone. Tell 
patients that their glasses combine your 
skill and ours and you build a multiplied 
respect for the service rendered. 
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available with all your pre- 
scriptions. Use these certi- 
ficates. Supply them to your 
patients and point out their 
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lished in annual volumes of about five hundred pages of reading matter 
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About four-fifths of the space is devoted to original papers, and the 
remaining fifth is given over to technical editorials, abstracts and book 
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THE EFFECT OF THE WEARING OF GLASSES ON MYOPIA* 


Ida Feinbloom, Opt.D., F.A.A.O. 
Brooklyn, N. Y. 


PART I 


The purpose of this paper is to inquire as to the possible ‘Effect 
of the Wearing of Glasses on Myopia.’’ This inquiry will take the form 
of an examination of the more recent literature to see what opinions 
and evidence exists to support the frequently suggested idea that the 
wearing of glasses does tend to influence the progress of myopia. This 
inquiry also attempts, through a questionnaire, to determine the opin- 
ions of present day practitioners on this question. 


The first part of this paper summarizes the more recent literature 
on the subject. The second part represents a compilation of the data 
obtained from questionnaires sent to 250 ophthalmologists and to 159 
optometrists. 


The different opinions of most writers as to the effect of a correc- 
tion on myopia seem to be linked up with their individual opinions of 
the general or specific cause of myopia. Let us therefore examine the 
various suggested origins and causes of myopia. 


We find that there are two schools of thought as to the origin of 
myopia, neither of which is definitely clear cut in its opinions, the first 
school believing and attempting to prove that the overwhelming majority 
of cases are congenital and the second school that most cases of myopia 
are acquired. 


The belief that myopia may be congenital has been promulgated 
by such men as: 


Smith (1880) who claimed that myopia is not present at birth; 
*An abridgment of the material presented before the American Academy of Op- 
tometry at Richmond, Va., June 22, 1938. 
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but that if there is a weakness of the scleral tissue myopia will become 
manifest at the age of five. 


Fuchs (1899) who says ‘“‘myopia may be congenital, and in those 
cases elongation exists at birth.’’ Huguenin (1916) who in his paper on 
“Can the Development of Myopia be Arrested and its Degenerative 
Changes Prevented”’ quotes Steiger and agrees with him that myopia is 
inherited and adds that opacities of the cornea are causative factors in 
myopia. 

Poos (1927) who in his paper “‘Das Kurzsichtigkeit-problem” 
seems to have come to the same conclusion as did Smith and others; 
namely that myopia is not inherited, but that a disposition to it is 
inherited. 


Davis whose contention it is that two per cent of the population 
is born myopic though the “‘primary cause of myopia is as yet un- 
known.” 

Jablonski (1932) who in his many years of research in the 
problem of myopia says that myopia may be congenital and concludes, 
as did Poos and most of those who had given time and thought to this 
problem, that the cause may be due to a “‘conglomerate of different con- 
ditions."” Weiner (1933) who attributes one of the causes of myopia 
to an “inherited tendency to a long eye.”’ 


Ochapovsky (1935) who after 33 years of research comes to the 
conclusion that the eye is “‘predetermined by heredity, and that myopia, 
like other types of refraction, e.g., emmetropia and hyperopia, is in- 
herent.” 

Clark (1936) who one year later than Ochapovsky, presents an- 
other point of view to the effect that myopia is due to an inherited 
curvature of the cornea. 

Wessely (1937) who in his thesis ‘“‘Der gegenwartige stand des 
myopieproblems”’ arrives at the same conclusion as did Fuchs, Ochap- 
ovsky and Weiner, that all myopes are born with a disposition to a 
long eye and a weak sclera which cannot resist the extension of the 
growing eye.” 

One notes in the above statements that even those authorities who 
say myopia is congenital, do not make a definite conclusive statement 
that it is so, and, to quote Sorsby (1934): “‘All research as to the cause 
of myopia seems to lead into blind alleys.” 
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The second school of thought concerns itself with myopia as an 
acquired condition. The most common cited causes of acquired myopia 
are: 


Infectious diseases, sinusitus, e.g., maxillary and ethmoid sinuses. 


Systemic Dyscrasia: malnutrition and endocrine disturbance, e.g., 
diabetes, disfunction of the pituitary and thyroid glands. 


Excess Accommodative—Convergence, due to prolonged application 
to close work. 


External physical factors. 


Among the authorities who believe that myopia is caused by either 
an infectious condition or a systemic disturbance are: 


Claborne (1904) who noted that after an illness of scarlet fever 


or measles the vitality is lowered and there is congestion of tissue and a 
weakening of the sclera, which is a causative factor in myopia. 


DeSchweinitz (1913) believed that congenital myopia is rare, but 
that it is the result of constitutional disturbances. He also notes that in 
recent years nasal catarrah in children is really evidence of sinusitis. It 
might be well to point out that nasal congestions often are at a period 
of life which coincides with the onset of myopia. 


Ryer (1927) who attributes one of the causes of progressive myopia 
to metabolic disturbance, e.g., diabetes. 


Hallet (1931) who in his paper on “The Prevention of Myopia,”’ 
attributes its causes, as did DeSchweinitz, to sinus infections, and adds 
that the paranasal sinuses are causative factors in myopia. 


Walker (1932) claims that myopia is caused by a calcium de- 
ficiency in the system. 


Thorson (1933) believes that myopia is caused by a disturbance 
of the metabolism, e.g., lowered chloride content of the blood. 


Henderson (1934) who after 25 years of research believes that 
axial myopia is the result of acute illness, such as rheumatic fever and 
infectious diseases of children. 


Josephson (1937) attributes the cause of myopia to rickets which 
cause a disturbance in the water-salt metabolism. 


From the above citations it appears evident that systemic dis- 
turbances and acute or chronic infections are an important factor in pro- 


| 
| 
284 


AMERICAN JOURNAL OF OPTOMETRY 


ducing myopta, though not the sole cause. 


Most authorities agree that Accommodative-Convergence fatigue, 
the resalt of prolonged application to close work is an important factor 
in myopia. This opinion is supported by such men as: 


Cohn (1865) who, after examining 10,000 children in Breslaw, 
noted that myopia increased as the child advanced in school. He was the 
first research worker who became cognizant of the fact that prophylactic 
measures should be instituted in the schools, e.g., the height of desks and 
chairs and attention to proper illumination. 

Loring (1876) based his opinion that myopia is not inherited 
upon the fact that a large percentage of myopic children have parents 
and grandparents who have normal eyes. 


Hasket (1877) came to the same conclusion as Cohn and Loring 
that myopia usually occurs in school children during their course of 
study. 


Landolt (1879) claimed that myopia was caused by a ciliary 
spasm that caused accommodative convergence fatigue. 


Smith adds that malnutrition and poor ocular hygiene lower the 
resistance of the eye. 


Tait (1929) who, in his work in myopia, agrees with Landolt 
and Smith, but goes further and notes that excessive use of the eyes will 
produce a condition of hypertonicity in the muscles of the eye. 


Elder (1930) in an investigation into ““The Effect Upon the 
Eyes of Occupations Involving Close Work,”’ found after examining 
workers of the printing trade, that the compositors whose work is the 
most strenuous for the eyes, have the highest percentage of myopes and 
the greatest number having muscular imbalances. 


Verwey (1930) reports experiments made in Java and South Africa 
that myopia was produced in monkeys by keeping them with their 
heads lowered for a few hours a day, during many weeks. 


d’Anson (1930) who in his thesis on myopia attributes the cause 
of myopia to the fact that a myope has to exert greater convergence to 
see. This results in increasing the posterior axis of the eye which is 
already elongated. 


May (1930) reports that close work and poor ocular hygiene 
are potent causes of myopia. 
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Levinshon (1933) in his paper “‘Der Experimentelle Nachweis 
fur die Entstehung der Kurzsichtigkeit’’ reports how he produced an 
increase in refraction in monkeys of 7-9 diopters by keeping them with 
heads lowered. This seems to bear out Lifshutz (1935) whose conten- 
tion is that when the head is lowered, as in close work, intra-ocular 
pressure is raised and myopia will result. 


Banerjee (1936) who more recently made a study of Indian stu- 
dents in Calcutta and came to the same conclusion as did Cohn and 
others, almost a century ago, that hyperopia decreased as the child went 
on in school, while myopia increased. 


Melvin (1937) in his paper on ‘‘Myopia and Its Causes’ says 
that both acommodative convergence fatigue and glandular disturbances 
are causative factors in myopia. 


Thus we see the preponderance of opinion of research workers in 
the field is that accommodative convergence fatigue due to prolonged 
application to close work is an important factor in myopia. 


We now come to the question of prevention or control of myopia. 
Having cited the various causes of myopia, the next question is to see 
what suggestions have been advanced for the prevention and control of 
myopia. 

Men like Newman, Sorsby, Rolett, Ochapovsky and Marquez 
believe that measures should be taken during prenatal life, since they 
claim that myopia starts in the embryonic stage. They also advocate 
eugenic measures for the control of myopia. 


Wadia (1930), who is of the same opinion as Verwey, Leven- 
shon and Lipshutz that stooping over books causes myopia, suggests a 
combined sloping desk and chair as well as a chin bar so that the child 
could not come closer to his work than 30-33 cm. These suggestions 
were followed out in the public schools in this locality and in some cases 
the myopia is reported to have been arrested. 


Another prophylactic measure in the treatment of myopia is believed 
to be the use of contact lenses. Sitchevska (1932) in her paper on the 
use of contact lenses in the treatment of Keratokonus and high myopia 
says, ‘‘they will be an important factor in the sight conservation prob- 
lem.” It is well known that many individuals refuse to wear their cor- 
rection because of cosmetic effect, but they will have no hesitancy in 
wearing lenses that cannot be detected. 
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Sorsby (1933) in his paper on “School Myopia’’ says: ‘‘Social 
changes in the strata of society which would assure children a better 
environment would result in better general health.’ He considers these 
measures of most vital importance in trying to prevent or control myopia. 


Mucelevich (1935), Zundelevich (1935) and Fradkin (1935), 
in their work at the Moscow Institute of Hygiene, came to the same 
conclusion as Sorsby and others that attention to general health and 
environmental change were important factors in the treatment of myopia. 
The first real organized attempt for the control of myopia was started 
in Russia. Visual defects are taken into consideration as factors in de- 
ciding fitness for certain work, also the placing of workers who are 
myopic in positions where the work would cause least accommodative 
convergence fatigue. 


The same year, Valarino (1936) in his paper ‘‘La miopia escolar; 
su profalaxis’”’ also suggests, as did Wadia, that a desk and chair be so 
constructed that they will prevent the child from bending over his work 
at school. He adds that bending over unfavorably influences the respira- 
tory apparatus of the child and causes deviations in the vertebral col- 
umn, which causes disturbances in vision. We note upon analysis that 
it seems to be a general opinion from observations and experiments that 
stooping over is and has long been an accepted factor in the cause of 
myopia. 


Manes (1935) in his thesis “El problema de la Miopia su tra- 
tamiento,”’ says: ''Investigators have been trying to prove that myopia 
is a diseased process of the development of the human eye.”’ He also cites 
the analogy that families of hereditary fat people have, by isolating 
some of its members from the familiar atmosphere, changing their cli- 
mate and food habits, have been changed within a few years to almost 
normal people. Why then could we not find measures to try to control 
myopia? Since Manes attributes its cause to hereditary predisposition and 
asthenics, it would seem that attention to general health would be the 
first requisite. 


Ballantyna (1936) suggests that spelling, history, arithmetic and 
geography should be taught by ear, thereby avoiding any eye strain 
whatsoever. 


Goldberger (1938) in a recent report in the teachers manual, stated 
‘Most children study in classrooms so poorly lighted that their vision is 
greatly impaired.” 
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In analyzing the various measures suggested for the prevention and 
control of myopia, the predominant factor seems to be improving the 
general health. 


We have noted the various causes of myopia and suggested pro- 
phylactic measures for its prevention or control. We may now enquire 
as to what methods of treatment have been practiced and are practiced 
today. The various treatments may be divided into: 


a—Surgical 
b—Medical 
c—Optometrical 


The surgical and medical treatment originally practiced has now 
been long abandoned. 


The optometrical methods frequently advocated are: 


a—Over-correction 
b—Full correction 
c—Under correction 
d—Prisms 
e—Prism exercises 


We now come to the question of what possible effect the constant 
wearing of a correction has on myopia. Here, too, we find a diversity 
of opinions, namely, that the constant wearing of glasses tend to: 


a—Retard myopia 
b—Correct myopia 
c—Have no effect on myopia 


The belief that myopia is retarded by the constant wearing of a 
correction is supported by the opinions of Duane (1902) who claimed 
that full correction should be worn constantly both in low and high 
myopia. If prescribed early enough, it would check the progress of 
myopia. 


Risley (1913) advises the correction of any existing refractive 
error as soon as a child is admitted to school, and agrees with Duane 
that the wearing of a full correction, constantly, will control and de- 
crease the myopia. 


Jackson (1935), in his treatment of myopia, is of the same 
opinion as Duane and Risley. After many years of work and experiment 
with his myopic patients, he came to the conclusion that in all cases of 
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myopia a correction should be prescribed and the patients advised to 
wear their glasses constantly. 


There is, however, another group of authorities who found that 
the wearing of glasses tends to “‘correct myopia’’ supported by the 
opinions of: 

Cooper (1853) who reports favorable results in his work with 
patients he had treated. His treatment consisted in avoiding the increas- 
ing of their prescription and advising against their wearing of glasses 
constantly. 


Kitchener (1853) who also found it important, especially in chil- 
dren, to avoid over-correction, stressed the attention to general health, 
where it is needed. 


Hirshberg (1912) who claimed that many patients with high 
myopia suffer from the discomfort of over-correction, which tends to 
increase the myopia. He suggests the correction of low errors and under 
correction of high myopia, and advises against the wearing of glasses 
constantly either in low or high errors. 


Elshnig (1916) who in his treatise on ‘“‘Myopia, Its Causes and 


Prevention,”’ advises attention to general health, the treating of syphilis 
where it exists, and a mild correction for close work. He believes a dis- 
tant correction is of less importance. 


There are, however, a number of authorities who, after much 
clinical observations, have come to the conclusion that the ‘‘constant 
wearing of a correction has no influence on myopia.’’ This opinion is 
supported by: 


Ayres and Bishop (1893) who quote Donders as saying ““There 
is no testimony that the increase of myopia can be stopped by the 
wearing of glasses. | can produce many records from my case histories to 
the contrary, where, in spite of glasses early provided and worn, the 
myopia continued to increase.”’ 


Huguenin (1916) who reported a survey made of the out-patient 
department of the Zurich University and of his own practice of patients 
who had worn full correction for myopia. He found among 150 pairs of 
very weak eyes, where the patient had done no close work whatsoever, 
that the myopia continued to progress. He nevertheless advises full cor- 
rection for close work if it can be worn comfortably in cases of low 
myopia. A prescription for distance is not very important. 
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Harmon (1916) who in his paper on ‘““The Control of School 
Myopia”’ claims that illness is often the onset of myopia, and all the 
physical care that may be given by the patients at home, and attention 
to ocular hygiene, such as limiting the close work of the child and 
prescribing the wearing of glasses, the myopia continues to increase. 


Dimitry (1928) who attributes myopia to a pathologic condition, 
says: ‘‘Glasses are prescribed, but the co-stretching of the globe which 
preceded it is ignored.”’ 


Brown (1933) who is of the same opinion as Donders and Har- 
mon and Dimitry, adds that progressive myopia is hereditary and will 
increase in spite of glasses, though he advises the prescribing of a cor- 
rection for any child who needs more than a —2.00 DS. 


Rolett (1935) who in his investigations of the ‘‘Value of Full 
Correction in Checking Myopia’’ made a study with Prof. Seigrist at 
the University of Bern of 20,188 clinical patients during a period of 
five years from 1915 to 1920, and found that the proper correction had 
no influence on myopia. “Full correction though worn continually 
showed no effect on high myopia. Even the milder forms of myopia 
seemed to go On its way, increasing from two to three years or more, 
after the initial examination, and then to come to what seemed a pre- 
destined stop.’’ It is this failure to influence myopia that led Rolett to 
believe that the cause lies much deeper than the often accepted theory 
that near work and accommodation are mainly responsible for the devel- 
opment of myopia. If it were so, how could one explain the cases of 
progressive myopia in children who had as yet done little or no close 
work? Despite proper correction, the myopia showed a definite tendency 
to progress in 73% of patients in whom a follow-up study was made. 
Rolett finishes by saying he believes that the wearing of a correction is 
of great importance in aiding the physical and cultural development of a 
patient, although the conclusion is irrelevant to the question at issue. 


It would be well to point out at this time the inconsistency of 
most writers who, although they state that the wearing of glasses has no 
effect on the progress of myopia, still firmly advise the wearing of a 
correction. 


Snell (1935) who made a statistical study of ‘“‘Functional Con- 
vergence Insufficiency in Myopia,’’ found ‘‘convergence insufficiency rare 
in myopia. In 1078 cases of myopia, esophoria compared with exophoria 
was found present in a ratio of 2 to 1, up to the age of 40. This ratio 
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was not influenced by the degrees of myopia or by correcting glasses.” 


The evidence found in the literature that the Wearing of Glasses 
does retard myopia is as follows: 


Risley (1913) in an anlysis of 195,754 eyes from 1847 to 1912 
found a reduction of 17% in myopia due to the constant wearing of a 
correction. He reported, however, that at the same time a study made at 
the Wills Hospital in Philadelphia was less favorable, for an increase in 
myopia was noted there. The increase in the latter study is ascribed to 
the fact that most of the patients who were foreigners worked under 
adverse conditions and lived in badly ventilated rooms and had improper 
food. 


Jackson (1935) made a study of 77 patients who wore full cor- 
rection for three years and reported that 45% showed no increase, 34% 
showed an increase of less than 1 dioptre and 21% of the patients showed 
an increase of more than | dioptre. There appears to be no evidence that 
the wearing of glasses actually cures myopia. 


There are many practitioners who have used and are using prisms 
and prism exercise in the treatment of myopia. The following are the 
authorities who have used and are using the above mentioned treatment 
in an effort to check myopia: 


Ryer (1927) in a paper read before the American Academy of 
Optometry advised the ‘‘use of low power base-in prism in all cases of 
myopia, in an attempt to control its progress,” and full power base-in 
prism in progressive myopia. 

Tait (1929) later, in a report, read before the American Academy 
of Optometry, said “‘In the corrective treatment of myopia, it is of the 
utmost importance to have the cooperation of the patient.’’ In addition 
to a correction of the myopia, he also suggested the prescribing of base-in 
prism exercise with the kratometer or the myoculator. He reported 75 
cases treated for one year with base-in prism and kratometer exerciser. 


Of these 


24 cases were reduced —1.25 DS. 
39 cases were not reduced and 
12 cases showed some increase. 


When prismatic correction was removed, the visual acuity fell and 
more minus sphere was required. 


Wolf (1932) in his work on ‘‘Muscle and Fusion Training” says: 
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“In modern life the strain on the nervous system is so great, that it 
produces functional disturbances, which may be classed as psychoneu- 
rosis. Many of these conidtions are exaggerated when using the eyes. 
These patients are frequently examined for glasses and have their re- 
fracted error corrected, but there is often neglected the analysis of the 
fusion faculty and the convergence accommodative relationship.’’ Wolf, 
in his advice on the treatment of myopia, suggests daily exercise with a 
distant fixation object, exercise with prism, and, in some cases, to in- 
corporate a prism in the correction. 


Peckham (1932) in his treatise on ‘““Myopia”’ said that he ‘“‘doubted 
that a true myopia could be reduced, but the comfort and visual acuity 
in some cases can be improved by the wearing of glasses or exercise with 
base-in prisms.’’ He reports that 54 cases, 10 years of age, were given 
base-in prism from 1922 to 1928 and only one showed an increase of 
myopia. 


Weissman (1932) in his report on the use of base-in prism agrees 
with Peckham and Tait, and says “‘An absolutely true myopia cannot 
be reduced. Those increases in acuity are apparently psychologic, be- 
cause the refraction of an eye cannot be changed.” 


Dvorak (1936) suggests the use of base-in prisms for near, and 
convergence exercises. He advises the use of ““‘hook-on’’ prisms for pa- 
tients of nervous temperament. 


Graves and Nugent (1934) in their paper on the use of base-in 
prisms claim that if school myopia is not controlled, it will become 
progressive. They advise the use of base-in prism to break down the 
convergence tension, and to relax the accommodation. They report that 
in 50% of their patients they have reduced the myopia and improved 
the visual acuity. 


Pascal (1935) in his treatise on ‘‘Juvenile Myopia” says that 
merely correcting the myopia has little effect on the exophoria, but by 
the use of base-in prism the myopia may be decreased. The above in- 
dicates that opinions are divided as to the value of the prescribing base- 
in prism or of prism exercise. 


Summary 

1—An analysis of the above indicates the outstanding suggestion 
for the control of myopia is the improvement of the general health of 
the patient. While most authorities concur in this opinion, only little 
evidence exists to support it. 
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2—The opinions that the wearing of glasses tends to retard, reduce 
or correct myopia is founded on slight clinical evidence and almost no 
experimental evidence. 


3—It is suggested that prism and prism exercise will retard and 
reduce myopia, but there is little experimental evidence to support this. 


4—DMost writers believe that accommodative convergence fatigue 
tends to cause myopia and therefore a correction should be worn con- 
stantly to prevent further increase in myopia. No experimental evidence 
is offered to support this viewpoint. 


PART II 


It is apparent from the study presented above that the wearing of 
glasses in near-sighted cases has little effect in the progress of the near- 
sightedness. Is this fact recognized by present day practitioners? Do 
doctors who prescribe glasses for near-sightedness believe that the glasses 
will not only enable the patient to see better but also will in time have 
some salutary effect on the myopia? What advice do the most advanced 
practitioners in optometry and ophthalmology give his patient? What 
effect does such advice have on the near-sighted patient’s personality— 
how is the school child affected; the adolescent boy and girl, the adult 
man and woman? Is the wearing of glasses on certain occasions still con- 
sidered a social stigma? Is it the element of fear that causes some myopic 
patients to wear glasses even when they dislike them? Should the patient 
be given any hope that “‘by wearing the glasses constantly,’’ the myopia 
may improve? All these questions are pertinent to our study. All these 
questions raise practical problems in the relation of the patient to doctor 
and the patient to society. How then do the practitioners of optometry 
and opthalmology meet and answer these questions? 


The second part of this paper is devoted to an effort: to make some 
beginning toward finding the answers to these questions. The question- 
naire listed below was sent to 159 fellows of the American Academy of 
Optometry, and to 250 fellows registered with the American Board of 
Opthalmology. It was felt that sampling from these groups would yield 
most acceptable opinions of current practices relating to these problems. 
To date, 124 replies were received from optometrists and only 30 from 
opthalmologists. 


In order to obtain some definite information concerning certain 
present practices, only two categories of answers were provided for, 
either ‘‘yes’’ or “‘no.’’ However, nothing prevented additional answers 
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or opinions from being added, and in a majority of cases this was done 
as is indicated below. The additional opinions required the addition of 
at least one more category in the answers. In the third question three 
categories of answers were provided for, but here, too, another had to 
be added to include all the other suggested advice to the patients. 


The answers of the opthalmologists are joined with those of the 
optometrists, first, because the number of the former are small, and 
secondly, their division of the different categories in percentages are sim- 
ilar to those of the latter. 


The questionnaires and answers in percentages follow: 


1. Does the constant wearing of glasses prevent the increase of: 
Yes, if additional 


Yes No treatment is added 
(a) low degrees of myopia... .17% 39% 43% 
(b) moderate degrees of 
(c) high degrees of myopia. ..17% 39% 43% 


2. Does the constant wearing of glasses tend to retard the in- 


crease of: 
Yes, if additional 


Yes No treatment is added 

(a) low degrees of myopia. . .28% 26% 46% 
(b) moderate degrees of 

_ 29% 24% 47% 
(c) high degrees of myopia. . .29% 24% 47% 

3. I recommend to myopic patients to wear their glasses as follows: 

For As As de- 
Con- distance patient termined by 
stantly only wishes other factors 


(a) low degrees of myopia... .23% 12% 20% 45% 
(b) moderate degrees of 


(c) high degrees of myopia... 39% 3% 13% 45% 


Examination of the results to the first question suggests that while 
39 per cent of the men did not believe glasses would prevent the increase 
of either low, medium or high myopia, still 43 per cent thought that 
the use of other additional treatment could prevent its progress. We be- 
lieve it would be fair to conclude from the replies of this latter group 
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that they believe that glasses alone would not prevent the increase of 
myopia. Therefore, we may conclude that about 80 per cent of the 
group believe that the constant wearing of glasses does not prevent the 
increase of myopia. It is significant, too, that the percentages are iden- 
tical for low, medium and high degrees. This suggests that the progress 
of the different degrees of myopia is independent of the wearing of 
glasses. 


An analysis of the answers to the second question shows that 26 
per cent of the men believe that the constant wearing of glasses does tend 
to retard the increase of low, medium and high myopia, as against 25 
per cent who believe it does not. The answers in the third category, “‘yes, 
if additional treatment is added,’’ should, we believe, be classed with the 
““‘no.”’ In other words, the constant wearing of glasses in themselves 
does not tend to retard the increase of myopia according to about 75 
per cent of the replies. We note, here too, that the question of whether 
glasses tend to retard the increase of myopia seems to be independent of 
the degree of myopia present. 


The answers to the third question bring to light modern day advice 
to myopia patients. Here we notice that while 23 per cent of the replies 


advise constant use of glasses for low degrees of myopia, this increases to 
33 per cent for moderate myopia and 39 per cent for high myopia. 
Similarly, the converse seems true when we examine the answers to the 
question of allowing the patient to wear the glasses as they wish. The 
percentages in the category, ‘‘for distance only,’’ shows that that practice 
prevalent about 10 years ago is not now held acceptable. 


Let us further analyze the answers in the category “‘yes, if addi- 
tional treatment is added.’’ About 45 per cent of the replies indicated 
that the wearing of glasses together with some other treatment could 
either retard or prevent the progress of myopia. Four forms of additional 
treatment were suggested in the replies, they were in the order of their 
frequency, (1) orthoptics, (2) the wearing of bifocals, (3) the con- 
stant use of base-in prisms, and (4) attention to general health, espe- 
cially removing all sources of focal infection and correcting glandular 
disturbances. 


However, as we have shown in the first part of this report, these 
different methods of additional treatments lack real experimental sup- 
port. There does seem to be some clinical evidence to suggest that all 
these additional forms of treatment may well be a factor in the control 


| 
RE 
he 
295 


MY OPIA—FEINBLOOM 


of myopia in some cases. In such cases, however, it is these additional 
forms of treatments rather than the wearing of the glasses that is credited 
with the improvement in the myopia. 


The answers to the third question are particularly interesting in 
view of the conclusions we have just arrived at. Here the answers are 
divided into four categories, i.e., the doctor recommends that the patient 
wear the glasses either constantly, for distance only, as the patient wishes 
for in some special manner because of some unusual conditions present 
in the case. 


We find that in fully 45 per cent of the replies the case is “‘un- 
usual,”’ i.e., it requires temporary lenses, two sets of glasses, bifocals, 
orthoptics, repression lenses and the like. This indicates that 45 per cent 
of the men questioned treat their myopic patients in an effort to effect 
the progress of myopia. This further indicates that the constant wear- 
ing of glasses in itself does not affect the progress of myopia. 


This report has attempted to inquire as to what effect the constant 
wearing of glasses has on myopia. The evidence we have been able to 
gather from the literature and from questioning a representative group 
of practitioners, shows that little if any effect can be expected in the life 


cycle of myopia as the result of the constant wearing of glasses. 


This report, we believe, will serve to emphasize the fact that the 
attack on the program of myopia must still come from another direction. 
All our efforts to date have been directed toward the correction, retarda- 
tion and reduction of the myopia present. We believe that the investiga- 
tion must be directed towards the earliest part of the myopic life cycle, 
namely, towards the pre-school child. We believe the eye of each child 
in the nursery and kindergarten must be examined and studied for a 
number of years before any satisfactory understanding of the onset, con- 
tributing causes and course of the myopia can be understood. I recom- 
mend to the academy, therefore, the appointment of a committee on 
myopia who will devise ways and means for conducting such investi- 
gation. 


DR. IDA FEINBLOOM* 
1575 PRESIDENT ST. 
BROOKLYN, N. Y. 


*I wish to thank Dr. William Feinbloom for his continued advice and encourage- 
ment. Thanks is also due Augusta C. Kritz, M.D., for her help in correlating the 
medical material in this thesis. 
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DISCUSSION 


CHAIRMAN HALL: I do not feel that we can compliment Dr. Fein- 
bloom too highly upon her fine presentation, and it is clearly evident 
that a great amount of work was necessary in its preparation. We are 
now ready for discussion. 

Dr. KRASKIN: Did you, in your report, discuss any of the prob- 
lems encountered in the treatment and give reference to the progress made 
in treating patients—that is, from the clinical standpoint? 


DR. FEINBLOOM: No, there is no report of progress and, while 
there is a discussion of the endocrine and metabolic factors, there is no 
report as to the exact experimental work done. 
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Dr. NEUMUELLER: Dr. Feinbloom, I would like to know just 
what criterion was used in differentiating the myopias. How did you 
define myopia? You seem to be discussing both pseudo-myopia and 
functional myopia at the same time. 


Dr. FEINBLOOM: I have not differentiated between pseudo and 
functional myopia. 

Dr. NEUMUELLER: That seems to be the difficulty, but when we 
discuss accommodative fatigue in myopia, are we not talking about 
pseudo myopia? 

Dr. FEINBLOOM: Yes, doctor, but no line was drawn between the 
two. 

Dr. NEUMUELLER: When we discuss myopia, we say that accom- 
modative fatigue increases the myopia. 


Dr. FEINBLOOM: Yes. 


Dr. NEUMUELLER: Then we are not discussing myopia. We are 
discussing pseudo-myopia. We have not differentiated, and it would 
seem that we must first formulate some definite differential criterion 
before entering into a thorough discussion of so large a subject. I realize 
the great amount of statistical research you have done, but I do believe 
that we must first differentiate very clearly between the true myopia and 
that which we term pseudo or functional. 


Dr. BEITEL: Dr. Feinbloom, there are two points upon which I 
would like to be enlightened. First, in the literature on myopia, there 
seems to be one point that is rather prominent. That is, that myopia 
apparently increases or develops rapidly between the ages of 8 to 12 
and ceases increasing between 20 and 25, as a general rule. Findings 
of both ophthalmologists and optometrists indicate that such is the case. 
This, then, would seem to be an indication that the myopic increase 
is perhaps due to growth factor in the lens proper. What is this factor 
that it is so highly specific to certain age ranges in the human individual 
that it seems to be independently acquired? 


Secondly, what, in your opinion, is the relative importance of the 
research which has been done concerning the endocrine and metabolic 
factors? I gathered from your paper that the results were rather incon- 
clusive. 

Dr. FEINBLOOM: Answering your last question first, you are cor- 
rect in your opinion that the work on the metabolic factors and vitamine 
difficiency has not been clinically significant. However, these factors may 
still play, and probably do play, important roles in the growth of the 
lens proper. 

Dr. BEITEL: Is it not true that a higher percentage of myopic 
subjects are found among those people engaged in near visual tasks and, 
if so, do we find the increase there because they are visually adapted or 
because the environmental condition produces it? 

Dr. FEINBLOOM: I do not believe the environmental conditions 
cause it and for further discussion of that particular phase, I would refer 
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you to the work of Duke Elder, ‘‘Occupations Involved, etc.”’ 


CHAIRMAN HALL: In an old text book on Ophthalmology by 
Noyes, published in 1896, there is a lengthy discussion of the problem 
of myopia, in which the author cites the work done by Von Hippel 
comparing the total number of school hours demanded of children be- 
tween the ages of 10 and 19 in England, France and Germany: there 
were 16,500, 19,000, 20,000, if I remember correctly and the hours of 
recreation are: in England, 4,500; in France, 1,300; in Germany, 650, 
and the number of myopic students was found to be greater in Germany 
and France than in England. It was also shown that the more gifted 
scholars, compared to their less brilliant chums, are near-sighted in the 
ratio of 32 to 38. 

Also that a reduction of 6 per cent was brought about in the num- 
ber of myopes by bettering the hygiene conditions of the students and 
by changing from the old styled German type to one of simpler con- 
figuration. 

Dr. WOLFE: As you know, Japan has become highly industrialized 
in the past few years and it is of interest to note that, from reliable data, 
there seems to be a proportional increase in myopia. 


Dr. GILBERT: Dr. Feinbloom, is my understanding correct that 
Elder’s report was based only upon workers past 14 years of age and 
with no consideration given to previous occupation? 

Dr. FEINBLOOM: That is correct. 

Dr. GILBERT: It would seem that an individual at the age of 14 
has already habituated himself a great deal by that time both ocularly 
and physically. At least from personal observation, it would be my 
opinion that major progressive changes are noted between the years of 
8 and 12. 

Dr. FRY: Of the men reporting on the questionnaire, were there 
any who indicated that an analysis of the etiological factors had been 
made before treatment? 

Dr. FEINBLOOM: Yes. 

Dr. PosER: A point that I believe should be emphasized in this 
discussion of myopia is that of inheritance and generation. While I 
know of no authority who would venture to place the cause of myopia 
specifically upon hereditary factors, I do believe that Dr. Feinbloom’s 
resumee, if carried further, would bring this factor to light. 


Dr. WOLFE: I was interested greatly in Dr. Neumueller’s discus- 
sion of this paper—especially this question of a differential. While I do 
wish to compliment Dr. Feinbloom upon her efforts, I do believe that 
our efforts should be towards a better understanding of the morbid 
changes taking place in the myopia eye. Just as in many cases an associ- 
ated choroditis cannot be demonstrated, as Dr. Beitel has suggested, 
there may also be lenticular growth factors which we have not taken into 
account. 
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ALTERATIONS IN VISIBILITY AND IT’S APPARENT 
EFFECT UPON THE POSITIVE FUSIONAL RESERVE* 


R. C. Baxter, Jr., B.Sc., F.A.A.O. 
Warren, Ohio 


In the act of seeing, the ability to maintain binocular single vision 
is determined by the amount of prism base-out, or base-in, that can be 
overcome before diplopia takes place. Once diplopia has been accomplished 
the prism is reduced until single binocular vision is again obtained. This 
is generally believed to be the measure of the desire for binocular vision. 
The prism diopters necessary to complete diplopia shall be referred to 
from here on simply as the break. Likewise the amount of prism that 
can be overcome, the measure of the desire for binocular vision, shall be 
referred to as the recovery. 


This paper is chiefly concerned with the positive reserve (the prism 
diopters, base-out to break and recovery at 16 inches), which was used 
in this experiment as the criterion for measuring the effect that alterations 
in visibility have upon simultaneous binocular vision. 


Apparatus 

The apparatus consisted of a DeZeng Phoro-Optometer with Risley 
Rotary Prisms and the usual projection rod for holding the near point 
test-objects. The only additional pieces of apparatus were the two 
Luckiesh-Moss Visibility Gradients, suspended independently before the 
ocular apertures of the Phoro-Optometer, which were used for measuring 
and controlling the visibility of the test-objects. The test-objects con- 
sisted of the customary black on white, bi-concave bar test-object, used 
in conjunction with the Luckiesh-Moss Sensitometer. For the second 
test-object a thin vertical black bar on a white expansive field was used. 
The thickness of the black bar subtended a one minute (1’) arc at 16 
inches. 


*An abridgment of the material presented before the American Academy of Op- 
tometry at Richmond, Va., June 23, 1938 
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Procedure 

Two groups of subjects were studied. The first group consisted of 
four and the second of five individuals. All of these were refracted, with 
special attention paid to the equalization of the visual acuity of the two 
eyes. After the refraction the monocular visibility thresholds were meas- 
ured by means of the gradients and the bi-concave bar test-object at 20 
feet. The differences of the visibility thresholds of the right and left eye 
were noted and were balanced before further measurements were taken. 


The first group of subjects were tested as follows. A positive re- 
serve measurement was taken with fixation on the thin vertical black bar 


Graph Number 1. Showing BREAK Graph Number 2. Showing RECOVERY 
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Prism Diopters 


1 2 3 4 fe) 1 2 3 4 
Gradient Position Gradient Position 


Figure 1. Baxter. 


The first group, represented by the broken line, consisted of four subjects. The second 
group, represented by the solid line, consisted of five subjects. In both groups the 
binocular visibility thresholds were balanced and all the subjects were given a 
period of training before actual tests were made. The subjects were all chosen 
for their normalcy of vision and general ocular functions. It will be noted that 
the data curves of the first group were superimposed upon those of the second 
group. This was done for convenience in making a comparison. 


test-object at 16 inches. The visibility was reduced simultaneously and 
binocularly in successive steps by means of the gradients and at each step 
a positive reserve was measured. 


The second group of subjects were tested the same as the first with 
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one exception, the visibility was reduced progressively for one eye only 
instead of simultaneously for both eyes. 


The graphs and data presented are the average results obtained from 
the two respective groups. The drop in the positive reserve, with lowered 
binocular visibility, was 2.87 prism diopters for the break, and 3.75 
prism diopters for the recovery. The drop in the positive reserve with 
monocularly lowered visibility was 9.62 prism diopters for the break 
and 8.63 prism diopters for the recovery. The above findings indicate 
that an appreciable difference exists between conditions of reduced mon- 
ocular and binocular visibility. 


In the experiment conducted, the visibility of the first group was 
reduced binocularly, and kept equal at every successive step. 


In the second group the visibility of only one eye was reduced, the 
other remained unaltered. The visibility was balanced only at the first 
reading in which no gradient was used. Every successive measurement of 
the positive reserve was made with an increase in the difference in visi- 
bility between the two eyes. This increase in the difference of the relative 
visibility was definitely associated with a reduction of the positive re- 


serve for the break and the recovery at each successive step. (Refer to 
solid line curves of graphs. ) 


To further show the effect upon the base-out to break and recov- 
ery, which is induced by differences in relative visibility, two subjects 
of the second group were tested as follows. With the visibility for one 
eye reduced (the gradient position being 4), a break was accomplished 
by the use of prism base-out. A recovery to fusion was brought about 
by lowering the visibility of the other eye. In other words, the difference 
or inequality in the relative visibility was reduced until the point was 
reached where single binocular vision was again obtained. The level of 
binocular relative visibilty was now found to be lower than the level 
indicated at the original gradient position. This indicates that balanced 
relative binocular visibility of low degree is apparently more essential for 
maintaining single binocular vision than unbalanced relative visibility 
of a moderately high degree. 


These results are interesting because of the varied alterations and 
levels of visibility encountered. The unbalanced visibility thresholds 
were purposely left uncorrected for the accumulation of data for this 
table. 
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TABLE 1. 

Subject J.H. W.D. W.G. C.B. 
Visibility O.D. .... 11.00 1.50 2.50 5.50 
Visibility O.S. ..... 10.00 1.40 1.30 5.25 
Difference 1.00 0.10 1.20 0.25 
Per Cent Difference.... 9.00% 6.60% 48.00% 4.50% 
Ist Grad. position O.U. No Grad. NoGrad. NoGrad. No Grad. 
Positive Reserve 1... 15/13 26/23 14/5.5 24/19 
2nd Grad. position O.U. 4. 4. 4. 4. 
Positive Reserve 2.... 18/15 20/6 5.5/3 24/21.5 
Differences Positive 

Reserves 1 and 2....+3/+2 —6/—17 —8.5/—2.5 0/+2.5 

Table 1 shows the effect of different alterations in visibility on 
the positive reserves. 

Subject J.H. showed a high degree of visibility with a difference 
in the relative visibility of 1.0. When the visibility was reduced binocu- 
larly, an increase in the positive reserve—both for the break and the 
recovery—followed. 

Subject W.D. showed a low degree but well balanced relative visi- 
bility. For this subject a simultaneous reduction in visibility for both 


eyes definitely lowered both the break and the recovery of the positive 
reserve. 


Subject W.G. showed a difference in relative visibility of 1.2, very 
similar to that of J.H. However, the degree of visibility was lower than 
that of J.H., and when the visibility was reduced binocularly both the 
break and the recovery were reduced. It is significant to note that W.G. 
had the greatest percentage difference in the relative visibility, associated 
with the lowest positive reserve of any of the four subjects tested. 


The visibility thresholds of C.B. were almost equal to the average 
threshold (5.45) of all the nine subjects studied. In this case the pres- 
ence of approximately average thresholds was combined with the small- 
est percent difference in the relative visibility. Furthermore, when the 
visibility was reduced binocularly there was less change in this subject's 
positive reserve than in any of the four subjects tested. The break re- 
mained the same; the recovery showed an increase of 2.5 prism diopters. 
Summary 

A differential in visibility between the two eyes results in a signifi- 
cant loss in fusional reserve. This loss increases rapidly as the degree of 
imbalance is increased. 
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The results of the present investigation also indicate that the ability 
to maintain single binocular vision is, to a large extent, independent of 
the intensity-level of the stimulus as long as the binocular balance of 
visibility is maintained. 

The relationship between imbalance in binocular visibility and 
amplitude of convergence reserve is quite similar for both the break and 
recovery points of the positive fusional reserve. This also appears to be 
the case for balanced binocular vision of various degrees of intensity-level. 


Since it has been demonstrated that a lack of balance in binocular 
visibility results in a reduction of the positive fusional reserve, it follows 
that corrective measures would involve the balancing of binocular visi- 
bility. 
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DISCUSSION 


Dr. NEUMUELLER: Dr. Baxter, did you find this scattering of 
data under normal conditions? Suppose, for instance, you make ten 
measurements under normal conditions on the same subject. What is the 
scattering? 


Dr. BAXTER: Do you mean the variation of the readings? 
Dr. NEUMUELLER: Yes. 


Dr. BAXTER: Previous to taking the recorded data, three or four 
tests were run on each subject. The mean variation with its probable 
error were so low that further findings were deemed unnecessary. 


Dr. NEUMUELLER: I see. I wanted to know if these findings were 
really significant. After four tests I believe they should be mathematically 
significant, nevertheless, with variations of one or two they would be 
questionable unless your probable error was around plus or minus one 
and a half. 


Dr. HALL: It would appear that there is a close relationship be- 
tween this problem of balanced visibility and that of size differences. 
Just what clinical significance it may hold, at the present time, is ques- 
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tionable, however, Dr. Baxter’s report is worthy of further investigation. 


Dr. NEUMUELLER: This was a foveal test was it not? 
Dr. BAXTER: Yes. 


Dr. NEUMUELLER: It would be interesting to do this particular 
research over again using a larger test object, one which would extend 
into the peripheral areas, in order that we might determine exactly to 
what extent peripheral fusion alters the problem of the reserves. 


Dr. FRY: A very good suggestion. 


THE ETIOLOGY, DIAGNOSIS, AND THERAPY OF 
HYSTERICAL AMAUROSIS* 


Paul G. Wolff, O.D. 
Chicago, III. 


Hysterical amaurosis, as its name would imply, is the functional 
disorder of blindness. As Pierre Janet has stated, ““The dissociation of 
the ensemble of vision . . . is hysterical blindness.’’ It is a psycho- 
pathological condition, difficult to diagnose, and is treated by the purely 
psychic measure of suggestion. The diagnosis is based on the absence of 
organic lesions, contradictions in symtomatology, and presence of an hys- 
terical condition in the patient. This phenomenon, though rarely encoun- 
tered, is always perplexing. Of the many books and articles consulted for 
the writing of this paper, two were found of particular value: Mayor 
Symptoms of Hysteria by Pierre Janet, and Collected Papers, Vol. II, 
by Sigmund Freud. 


Functional blindness is a mental disorder, a psycho-pathological 
condition; it is a figment of the afflicted one’s imagination, Janet de- 
scribes all types of hysteria as characterized by the retraction of the field 
of personal consciousness and a tendency to the dissociation and emanci- 
pation of the systems of ideas and functions that constitute personality. 


A more complete description of the dissociation as mentioned by Janet, 
and introducing the role of auto-suggestion is given by Freud in his 
description: 


Hysterical patients are not blind as the result of the auto-suggestive 
idea that they cannot see, but as a result of the dissociation between 
conscious and unconscious processes of the visual act; their idea that 
they cannot see is the logical expression of the mental condition, 
and not the causation of it.” 

When the suggestion that sight is lost has been permanently accepted 

and fixed in the mind by the process as described above, the patient 
*Submitted for publication July 10, 1939. 


1Pierre Janet, The Major Symptoms of Hysteria (New York, 1907), page 185. 
*Sigmund Freud, Collected Papers (London, 1924), II, 107. 
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ceases to look. Thus, when the visual tract is no longer prepared for 
sight by the attention aroused through desiring to see, visual impulses 
cease to pass up to the brain and blindness ensues. The idea suggesting 
this condition to the patient usually results from accidents although it 
may have other origins.* One typical example of a traumatic origin is of 
a man, thirty-eight years of age, who was busy cleaning a machine. A rag 
full of grease and petroleum caught in a gear and lashed him in the face. 
He washed himself, but he had much difficulty in cleaning his skin and 
his eye lids. At the time he remarked that nothing penetrated into his 
eyes and that he felt no pain in them. However, after an hour, he seemed 
to see as if it were a mist before him; this mist grew thicker, and two 
hours later he could no longer see at all. His vision fluctuated a little on 
the morrow and the following days. These fluctuations lasted for a 
month; then they disappeared absolutely, and for four years he remained 
quite blind.‘ In other than traumatic auto-suggestions, the condition 
may have its origin in trivial local irritations, in fright, in insignificant 
injury, in grief, or in a menstrual disorder. Infrequently it may follow 
excessive emotionalism. 


Because this condition is a dissociation of the conscious and uncon- 
scious processes of vision, it is a dynamic trouble. This dynamic trouble 


quite frequently manifests itself in vision since sight is a very compli- 
cated function. Its function, playing a great part in mental activity, is 
subdivided into numerous operations, each of which can be influenced 
by dissociation. This active disease seems to have an analytic power as 
well; it is continually separating certain functions of the enormous 
psycho-physiological system and reducing it to its components. An in- 
teresting phenomenon of hysterical amaurosis, as a dynamic trouble, is 
that these people are sighted in the unconscious. As Professor Jolly of 
Berlin has remarked, ‘““Those children, who seem not to perceive any 
light, nevertheless avoid obstacles unexpectedly put before them; they 
do not behave like people really blind, they must have a kind of percep- 
tion.’’ In addition to this observation well directed experiments have 
shown that the hysterical do in a sense see, though not in the complete 
sense. Just what the mechanism of this active dissociation may be is not 
known, although it seems to be an inhibition of the stimuli which have 
been received by the retina before they reach the cortical centers. Dr. Hurst 
advances two hypotheses, either of which may possibly explain this in- 


3Janet, page 186. 
4] bid. 
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hibition: one is the throwing out of dendrites, and the other is some 
change in the electro-chemical condition of the synapse.* 


The diagnosis, remembering that the condition is imaginary and as 
such, a dynamic trouble, is usually very difficult. The first step is a care- 
ful ophthalmic examination to determine if there are any demonstrable 
changes in the eyes which might explain the loss of sight. Secondly, 
there must be a careful study of the symptoms to see if there is the usual 
agreement among them that ordinarily accompany blindness. Finally, 
the patient must indicate positive evidence of hysteria. In the ophthalmic 
exam‘nation care must be taken to determine absolutely that there are 
no changes in refractive media or in the back of the eye. Careful methods 
are to be employed for checking the lens and vitreous refractive medias 
to determine the absence of opacities in the lens and hemorrhages in the 
vitreous. Lesions of the fundus of the eye or of the optic nerve are to be 
checked while examining the back of the eye. The second diagnostic 
measure is the study of the various symptoms to see if they present the 
usual agreement among them that ordinarily accompany blindness. While 
studying the various symptoms, it is some times possible to prove that 
the hysteriac can see, though he will maintain the contrary. Quite fre- 
quently, if the patient is under hypnosis, he will see very well, only to 
return to blindness when the hypnotic state passes. Likewise, this kind 
of blindness sometimes disappears completely in a crisis or in somnam- 
bulism. Another contradiction in symptomatology is the presence of 
the pupillary reflex. Theoretically, the pupil reflex is present in func- 
tional blindness—and this is usually found to be true—while in blind- 
ness, due to organic lesions, the reflex is lost. However, it has been re- 
ported by Dr. A. F. Hurst that a case of hysterical amaurosis due to a 
shell concussion was found with loss of the pupillary reflex:* therefore, 
the presence of the pupillary reflex cannot be accepted as the only positive 
evidence of functional trouble. Finally, diagnosis should be made on the 
positive evidence of mental disease. It is usually possible to prove this 
evidence of hysteria in taking history if two factors are sought. The first 
of these is a profound nervous shock to an individual of unstable nervous 
makeup: the second is an intolerable situation enhanced by auto-sug- 


gestion and usually based on fear or prejudice, unhappy domestic, school, 
or other environments. To many practitioners overlook this evidence 


SArthur F. Hurst. The Psychology of the Special Senses and Their Functional 
Disorders (London, 1920), page 90. 

®D. Ellis, ‘A Case of Hysterical Blindness in Which the Pupil Reflex Was Lost,”’ 
Guy's Hospital Representative, 1930, page 27. 
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of hysteria and make the basis of their diagnosis on nothing but the 
absence of organic lesions.’ They usually make no psychological exam- 
ination of the patient. They usually base their diagnosis not on positive 
evidence of mental disease but on negative evidence of organic disease. 


Since this kind of blindness has been established as purely psychic 
in both its etiology and diagnosis, its therapy would naturally employ 
psychological methods. It consists in the building of confidence, expecta- 
tion, and hope to see through varying forms cf suggestion. As would be 
supposed of an hysterical disorder, practically all patients regain vision 
soon or later.* Inasmuch as the therapy is one of faith induced by sug- 
gestion, it is not new nor is it confined to medicine. Both in the books of 
St. Mark and St. John are found cases which describe the quickness and 
ease with which Christ restored vision to the blind. Quote from St. Mark, 
“The blind man (Bartimaeus) said unto him, ‘Lord, that I might 
receive my sight.’ And Jesus said unto him, ‘Go thy way, thy faith has 
made thee whole.’ And immediately he received his sight, and followed 
Jesus in His way.’’® Daily we find many cases cured by such side shows 
to medicine as hypnotism, spiritualism, Christian Science, or by visits 
to such shrines as Our Lady of Lourdes or St. Anne De Beaupre. All that 
need be done in therapy is to create in the patient confidence, expectation, 
and a desire to see and to look. The attention establishd by this process 
will reduce resistance in the visual pathway, and vision will return. Any 
conditions increasing suggestibility and any of the forms of suggestion 
are to be employed to that end. One of the conditions increasing sug- 
gestibility is a new and strange surrounding. Patients yield more grace- 
fully to authoritative control and are more amenable to the assurance 
of a cure in a new environment. Another condition is hypnosis which is 
recommended by some but condemned by others. Dr. E. C. Ebert reports 
a case of functional blindness which responded very quickly to hypnosis.’® 
After the diagnosis, the patient was placed in a hypnotic state and told 
that at the count of ten he would be able to see. At the count of ten, 
the patient’s vision returned, and he has enjoyed sight ever since. How- 
ever, the American Encyclopaedia of Ophthalmology views the use of 
hypnotism as meeting with growing disfavor and states that it is regarded 
by many as a dangerous procedure. After the patient has been placed in 


7H. Flanders Dunbar, Emotions and Bodily Changes (New York, 1935), page 
360. 

8F. E. Burch, ‘‘Hysterical Amblyopia and Amaurosis,’ 
Ophthalmology, 1928, page 712. 

9E. C. Ebert, ‘‘Psychogenic Amblyopia,’’ United States Naval Medical Bulletin, 
1931, page 459. 

10/bid., page 461. 
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conditions producing the greatest suggestibility, any of the forms of sug- 
gestion are to be employed. Just as this blindness is frequently produced 
by shock, vision may be restored by sudden shock. Not infrequently a 
single act or word will dispell this distressing complex. Finally, any of 
the forms of waking suggestion are to be employed. Of the forms of 
waking suggestion, electricity remains one of the best.*' A good example 
of this use of electricity as a waking suggestion is taken from Hysterical 
Disorders of Warfare: 


When the condition has been diagnosed as not due to organic 
disease, the patient is informed that it is one which responds very quickly 
to electrical treatment. He is taken into a room by himself, where he is 
further assured that his sight will be restored. He is placed six meters 
away from a vision card. The pad electrode is placed over the cervico- 
dorsal region, and faradism administered by means of a key electrode. 
The patient is instructed to look in the direction of the card intently, 
during which time a mild shock is given over the scalp and occipital 
region. If he is unable to read the first letter, a stronger shock is applied, 
and he is informed at the same time that a stronger current will be used 
each time until he succeeds in reading one of the letters. As a rule the 
patient responds very quickly, but if the response is slow, the current is 
increased until he is capable of reading 6/60 on the vision card. The fact 
that there has been some return of sight encourages him, and he becomes 
more attentive. He is further informed that his sight will be completely 
restored. After he has read 6/60 the mild current may be resorted to 
again: but if he is slow in responding, the strength of the current must 
be increased until he is able to read 6/36. This treatment is persevered 
with until the patient is able to read 6/6, if there was previous normal 
vision, and ophthalmoscopic examination or refractive tests did not in- 
dicate myopia or hyperopia.'* 


Forms other than electricity that may be used are leeches, magnets, 
and supraorbital pressure. Typical to the phenomenon of hysteria, prac- 
tically all cases of hysterical amaurosis regain vision sooner or later. 


DR. PAUL G. WOLFF, 
5714 BLACKSTONE, 
HOTEL HARVARD, 
CHICAGO, ILL. 


"Burch, page 712. 
'2] ewis Ralph Yealland, Hysterical Disorders of Warfare (London, 1918). page 
53. 
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A CASE OF HYSTERICAL AMBLYOPIA* 


Arene T. Wray, B.A., Opt.D. 
Los Angeles, Calif. 


The patient, a boy of nine years and eight months, was brought 
in for refraction on March 22, 1939 as a result of much alarm on the 
part of his school teacher and the school nurse when they discovered, by 
means of the Keystone tests, that his visual acuity was very deficient. 


J. K. is an alert, mentally active, husky boy, who has been over- 
weight for several years, and has been receiving medication (thyroid 
tablets, etc.) and osteopathic manipulation for the past two years for 
glandular dysfunction. His weight has been reduced somewhat as a result 
of the treatment. He is not physically very active, which may be due 
to the fact that he is somewhat clumsy and is known as a “‘fat boy.’’ He 
does, however, walk to school, which is a mile from home. He is nervous, 
bites his finger-nails so badly that his fingers bleed, and he appeared 
wearing adhesive tape over the tips of his fingers. His only illnesses were 
chicken-pox and pink eye. 


History and Symptoms: The school authorities advised that his eyes 
were in bad condition and recommended an examination. For the past six 
months he had noticed difficulty in seeing the blackboard, and had to 
hold his books very close to his eyes in order to see the print. His eyes 
hurt and his head ached when he read. The mother believed she noticed 
one eye turning in at times. His school work was satisfactory, he liked 
to go to school and was well adjusted in the school environment. He 
is the eldest of four boys, is cooperative at home, gets along well with his 
parents and his three small brothers. 


External Examination: Eye movements extremely difficult; con- 
vergence difficult; fixation poor; eyes extremely photophobic. Pupillary 


reactions normal. 


*Submitted for publication July 17, 1939. 
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Refractive Findings: 
Vision: O.U. 20/200; O.D. 20/100; O.S. 20/200.— 


Ophthalmometer: O.D. 10/41.50, 100/42.25; O.S. 5/41.50, 
95/42.00. 


Static skiametry: O.D. +.25, O.S. +.50. 


Dynamic skiametry: O.D. +1.25, O.S. +1.50 at 20’’; 
O.D. +1.50, O.S. +1.75 at 16’. 


Subjective: O.D. +.50 V.A. 20/40-1, O.S. +.25 V.A. 20/160, 
OU 20/50-2. (Sees better when O.S. is occluded.) 


Tonicity: At infinity, 4 eso.; at near, impossible to obtain due to 
suppression of O.S. V.A. at 16’’; O.D. 20/40; O.S. 20/200(?). 


Fusion: With Wells card Bl suppression of left eye: when right 
eye is occluded, nothing at all is seen with the left eye. With Wells card 
C8 (F&L) the L is seen; when right eye is occluded, nothing is seen 
with the left eye. With Wells card C7 (on ne) “‘one’’ was seen. 


Perimetry: The patient's reactions were too unsatisfactory and con- 
tradictory to be recorded. After a while he could not call off the colors 
correctly when looking directly at them, naming white as red, green as 
blue, etc. Moving the targets from the center outward, they disappeared 
as soon as they were moved from the center of fixation. 


Fundi: Negative. 

In order to interpret the fusion findings it would be well to con- 
sider the technique used. The cards B1, C8 and C7 were placed in the 
holder of the stereoscope in the order mentioned, after which the patient 
was given the instrument and told to keep his eyes shut. He was told 
to report immediately upon receiving the command ‘“‘open,”’ the number 
to which the arrow pointed on card Bl. After receiving the command 
to open his eyes, he delayed several minutes before reporting that he did 
not see any numbers—he saw only one ball with an arrow over it. His 
response with the Wells C8 card was also delayed, but with the C7 card, 
which was reported correctly, his response was much faster. It is quite 
possible that before responding on the B1 and C8 cards, he investigated 
to see what each eye alone saw, and then answered as per the vision of 
the right eye, but the C7 card (ON NE) presented a more perplexing 
problem, so he gave a more truthful response. 


In view of the negative nature of the refractive findings, and of 
the positive nature of the fusion investigation, a tentative diagnosis of 
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hysterical amblyopia was made. The boy was instructed to design a 
letter chart for himself and to practice reading the letters and backing 
away from them, trying to increase the distance from the chart with each 
trial. 


On March 25, 1939, J. K. returned for a second investigation with 
the following findings: 


Vision: OU 20/40-1, O.D. 20/20, O.S. 20/22-1. 

Vision at near: O.D. 20/20, O.S. 20/50-2. 

Static skiametry: O.D. +.50, O.S. +.75. 

Dynamic skiametry: At 20’’ O.D. +1.50, O.S. +1.75; at 16” 
OU +.25 added. 


Subjective: O.D. plano 20/16-1, O.S. plano 20/16-1, OU 20/15. 

Tonicity: At infinity orthophoria; at near, impossible to measure 
due to suppression of left eye. 

Ductions: Abduction 6/3, adduction 22/26/7. 

Unfused cross-cylinders: O.D. +2.25, O.S. +1.50, orthophoria. 

Fused cross-cylinders: O.D. +1.75, O.S.4+1.00, 6 exophoria. 


Amplitude of Accommodation: O.D. can read Jaeger 1 very close 


to eyes. O.S. last paragraph of Jaeger chart read with difficulty. Projec- 
tion of left eye appeared to be very faulty. 


At this visit the mother of J. K. offered some information which 
threw much light upon the case. When J. K. was three years old, an 
elderly woman, a friend of the family, started to make her home with 
them, and as the years went on and three additional children appeared 
in the household, the old woman centered her attention and affections 
upon J. K. He, in turn, became much attached to her, as he, no doubt, 
received from her more attention than he did from his mother who had 
to consider the three younger children as well as J. K. About a year pre- 
vious to the visit of J. K., the woman's vision began to fail—possibly 
due to cataracts—and as her vision became poorer, she developed a great 
solicitude for the vision of J. K., asking him frequently if he saw well. 
In the summer of 1938 this old friend left the household to go East and 
died a few months later. J. K.’s visual difficulties started in September 
of 1938, and, although previous to that time he could see the black- 
board from the back of the room, he, then, had to be placed in a front 
seat, receiving much attention from his teacher, which he seemed to enjoy. 
So, in the environmental situation we see the groundwork for the devel- 
opment of a conversion hysteria manifesting itself as amblyopia. The 


a 
a 
*! 315 


HYSTERICAL AMBLYOPIA—W RAY 


visual infirmity of his old friend he unconsciously took unto himself, 
and in addition he thereby obtained attention which he had lost when 
she departed from him. 


A thorough explanation of the condition was made to the mother 
who was a very intelligent, sensible woman, and with her cooperation 
the following procedure was outlined and carried out to a successful 
conclusion in less than two weeks’ time. Throughout the training the 
boy was encouraged to do well and was praised very highly upon his 
successes. At no time was he permitted to know that we considered the 
condition as a manifestation of hysteria, and he was led to believe that 
the improvement was the result of hard, conscientious work on his part. 


For home training and exercise the boy was instructed to occlude 
the right eye and using the left eye only to circle letters in newspaper 
print. Exercises to improve projection and versions were also prescribed. 
Training periods were given at the office on April 3, 4, and 7 in which 
the following were used: monocular and binocular with septum ver- 
sional exercises, versional exercises with diplopia, fixational exercises, all 
with the myoculator; the tele-eye-trainer was used for alternate reading, 
cards PG 25, 26, 27, 28, PG 6 were used to eliminate suppression, and 
cards 045, 049, 046 to develop stereopsis. At the end of the third orth- 
optic training the visual acuity of each eye was 20/15, Jaeger No. 1 
print could be read by either eye, stereopsis with Keystone DB6 card 
was 100 per cent, Wells C8 card (F & L) was fused with good macular 
fusion, ductions at near were: negative relative convergence x /20/16, and 
positive relative convergence x/24/4. 


On May 13, 1939, J. K. was checked again and the condition 
found excellent. 
ARENE T. WRAY, OPT. D. 


3152 WILSHIRE BLVD., 
LOS ANGELES, CALIF. 
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THE SHEARD FOUNDATION FOR VISUAL RESEARCH 


Vv Optometric leaders have realized for some tirhe that in order to 
secure proper recognition for optometry from various public agencies it 
is important not only that optometry be practiced in a professional man- 
ner but that its educational and research facilities be on the same level as 
those of other professions. To accomplish this, they found that two 
things were necessary: (1) Raise educational requirements, and (2) De- 
velop teachers and research workers. 


The last decade has seen considerable improvement in optometric 
education. Educational acquirements have been constantly raised until 
today all optometric colleges offer four year courses. Some of the col- 
leges plan to further expand the optometric curriculum and establish six 
year courses. Professional leaders realize that before the educational level 
in optometry can be raised higher than it is today, it is important to 
establish optometric research foundations in one or more educational 
institutions, to further increase the fund of optometric knowledge and 
to develop teachers and research workers. 


om ‘ The Journal has no objection to the reprinting by other magazines of any of its 
ae articles, provided such reprints are properly credited to the American Journal of Optometry. 
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Leaders in optometry are again doing something on a national scale 
to fill this long felt need. They have now organized the Sheard Founda- 
tion for Education and Research in Vision. The Foundation is being 
established in the Optometry School of Ohio State University. 


It is only natural and proper that this Foundation should bear the 
name of Professor Charles Sheard, who for more than a quarter of a cen- 
tury has been so intimately and so effectively associated with almost every 
significant endeavor to attain a fuller understanding of the physical and 
physiological phases of vision. 


With a keen appreciation of both public and professional needs, he 
has long maintained a creative leadership in the field of visual research. 
His own contribution to biophysics and physiological optics are many 
and important. As an able director of scientific research he has still fur- 
ther widened and intensified his scientific influence. As an inspiring 
teacher and a personal friend he has stimulated others to carry forward 
the work he had inaugurated at the Ohio State University. This was the 
first institution in the United States to offer a four year course in 
optometry. During the last twenty-five years, Dr. Sheard has contributed 
much to the advancement of optometric science and education. It is there- 
fore fitting that this foundation be established at the Ohio State Univer- 
sity, and it is hoped that as soon as it is permanently established, similar 
foundations will be organized at other optometric institutions. 


The type of research to be undertaken will be varied in character. 
It will cover the fields of physics, chemistry, physiology, psychology and 
other subjects related to optometry. The program of the Foundation will 
provide for collaborative researches undertaken by those interested and 
qualified to investigate the various phases of vision. These researches will 
aim to broaden our knowledge of the nature and attributes of monocular 
and binocular vision. They will also be concerned with the application of 
the research findings to clinical practice and to the solution of professional 
problems. 


In the immediate future, the research problems will be concerned 
with the improvement of objective and subjective methods for the deter- 
mination of refractive errors and other visual abnormalities; with the 
field relationship of form and color and their analytical value; with the 
analysis and interpretation of accommodation and convergence data; and 
with orthoptic training, and visual re-education. 


The Foundation will not try to replace any of the existing 
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optometric educational institutions. It will cooperate with other educa- 
tional agencies interested in the dissemination of factual information 
regarding visual problems or in the improvement of professional practice. 


Ohio State University offers valuable aid to the Foundation. The 
staff of the Optometry School is now actively engaged in ophthalmic 
research in the psychological, physiological and physical laboratories of 
the university. This institution also provides valuable library facilities, 
auxiliary laboratories, and administrative staff. 


The Sheard Foundation is already functioning. We are informed 
at this writing that three research fellowships have already been awarded 
and a fourth fellowship will be, as soon as a candidate with proper 
qualifications is available. The standing committee which organized the 
Sheard Foundation is to be congratulated for the fine work it is doing. 
It is placing the profession of optometry on a solid foundation. Optom- 
etry needs institutions of this type. The Sheard Foundation with the 
facilities and prestige of Ohio State University will do much to advance 
optometry. The editors of this Journal urge optometrists everywhere to 
support the standing committee in their efforts to raise additional funds 
for the further maintenance and endowment of the Sheard Foundation. 


Kurtz. 


COMPULSORY SICKNESS INSURANCE 


Statistics show that from a health standpoint the year 1938 was 
one of the best years in the entire history of the country, and in this, 
optometry played its rightful part. Yet in the face of this fine showing, 
the national administration in Washington declares that the health needs 
of our people can no longer be ignored, and therefore sets out boldly to 
revamp, from top to bottom, a system of healing which has proven 
itself to be most successful indeed. 


What the government program embraces will be found in the fol- 
lowing five proposals: 1. Expansion of public health service in maternal 
and child health, tuberculosis, venereal disease, cancer, pneumonia, etc. 
2. Expansion of hospital facilities through addition of 360,000 beds. 
3. Medical care for the medically needy. 4. Consideration of a program 
for the entire population, designed to distribute sickness costs among 
groups of people and over periods of time (compulsory health insur- 
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ance). 5. Insurance against wage loss during illness. Federal proposals 
1, 2, and 3 are estimated to cost the national, state, and local govern- 
ments a total of $850,000,000 a year as soon as they’re in full operation. 
Proposals 4 and 5 are not included in this figure; to finance them would 
require still further taxes. The estimated cost of all five federal proposals 
is from 4 to 4% per cent of our entire national income or about $2,600,- 
000,000 annually. 


The attitude of the AMERICAN JOURNAL OF OPTOMETRY toward 
the proposed health program is clear-cut, and may be summarized in a 
single sentence as follows: This Journal approves, with certain reserva- 
tions, all proposals made by the Federal Government relating to a 
National Health Program, except those having to do with compulsory 
sickness insurance. To these latter proposals, the Journal objects strenu- 
ously. 


In brief, its overwhelming objections to any system of compulsory 
sickness insurance are reiterated as follows: 1. The government assumes 
that it alone is capable of directing the nation’s health problems. 2. It 
insists that a program of national health is incomplete without com- 
pulsory health insurance. 3. Expenditures are contemplated which, in 
view of our $4,000,000,000 annual deficit and abnormal tax burden, 
are economically prohibitive. 4. Under compulsory sickness insurance the 
patient would lose his present freedom of choice of doctor. In its present 
form this latter suggestion appears to be a vicious piece of social legisla- 
tion, and all practitioners of the healing arts should be most vigorous 
and outspoken in their opposition to any form of compulsory sickness 
insurance. Carel C. Koch. 


BOOK NOTICES 
THE STORY OF OPTOMETRY. Wilber M. Brucker. Published by 


the Journal of the American Optometric Association, Wilmac 
Building, Minneapolis, Minn. 96 pages, paper cover, $1.00; De- 
Luxe binding, $3.00. 1939. 


The Story of Optometry was written by Wilber M. Brucker, for- 
mer Governor of Michigan. With his close first-hand contact with 
optometry and optometrists, Brucker was in a better position to write 
the Story of Optometry than any other layman. Indeed, this story is 
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written for laymen. It is written very interestingly, his style makes for 
easy reading, and yet the book is factual. 


It is a valuable book not only for the reception room but it should 
also find its way to the desk of editors, legislators, journalists and others. 
It tells a story of optometry that those in key policy making positions 
in the United States should know. Optometric organizations should see 
to it that it is placed in the hands of these men. 


The chapters are brief and to the point and cover such subjects as: 
The History and Development of Optometry; Optometry Profession- 
alized; Educational Standards in Optometry; recent Optometric Legisla- 
tion; the Work of the Optometric Association. The chapter on the Use 
of Drugs in refraction of the eye contains many brief and clear state- 
ments by high authorities who contend that drops are not needed in 
refractive work. This is followed by a chapter on Medical Approval of 
Optometry; Optometry and Humanity and the Trend of Modern 
Optometry. For the reader who is interested in knowing more about 
optometry the author furnishes an excellent bibliography. This book, 


“The Story of Optometry,” should enjoy a large distribution. 
J.I.K. 


WORTH’S SQUINT. F. Bernard Chavasse, M.A., D.M. (Oxon). 
Seventh Editon. Published by P. Blakiston’s Son & Co., 1012 
Walnut Street, Philadelphia, Pa. 688 pages. Ill. 1939. 


For a number of years and through six fine editions the book, 
SQUINT, by Worth has proven itself invaluable to all eye men interested 
in orthoptic techniques. While Worth, to be sure dealt with all phases of 
the treatment of squint, he did, nevertheless give considerable attention 
to the non-surgical side, and as such optometrists found much of value 
in his writings. Chavasse who has been selected to carry on the work of 
Worth, has entirely rewritten the original treatise, and this seventh edi- 
tion of what is now called WORTH’S SQUINT is the result. The book is 
now a monograph dealing entirely with the surgical correction of squint. 
The new author has little sympathy for those attempting orthoptics, 
and feels that the only proper technique for this eye abnormality comes 
through the operating room. There is little of value to optometrists in 
this new edition. 


die 
321 


ADVERTISEMENTS 


The 
AMERICAN JOURNAL OPTOMETRY 


Keeps You in Touch with every Important Phase 
of Optometric Progress. 


With the Journal on your desk you are always in 
contact with the great optometrical educational cen- 
ters and the outstanding optometrists in the profession. 
Through the journal they share with you their experi- 
ence and knowledge. 


Through a number of outstanding collaborators, 
the Journal reaches out to every nucleus of progress 
and to every isolated outpost of the profession. It 
reports technical facts of vital interest to the practicing 
optometrist. 


Each year the AMERICAN JOURNAL OF OPTOM- 
ETRY brings you from 50 to 60 original articles of spe- 
cial merit, carefully sifted from a total of over 200. From 
research work in universities and from great optomet- 
ric centers there is a steady flow of original papers 
reporting developments in the field of ocular science 
and papers which interpret these developments in 
relation to clinical practice. 


Begin today to benefit from the tremendous serv- 
ices of the Journal. Add its many resources to your 
equipment at a cost of about 7 cents a week. 


A FULL YEAR’S SUBSCRIPTION TO THE JOURNAL FOR $4.00. 


American Journal of Optometry 


1501-1504 Foshay Tower 
Minneapolis, Minnesota 


I enclose $4. Please send me the AMERICAN JOURNAL OF 
OPTOMETRY for the next twelve months. 
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The 
Dioptric Review 


THE TRANSACTIONS OF THE BRITISH OPTICAL ASSOCIATION © 
A quarterly review of optometry, containing original papers 
and critical reviews dealing with refraction, orthoptics, 
ophthalmic apparatus, the history of optics, and allied subjects. 
Case reports, book reviews, correspondence, abstracts. 


Now in its forty-second year of publication. 


Annual Subscription, $5.00 


Published by 
THE BRITISH OPTICAL ASSOCIATION 
65 Brook Street 
Mayfair 
London, W. 1. 


IX 


= 
| 
it 
= 


The Optometric Research Institute 


Announces:— 

The publication of their Institute Bulletins on Practical Op- 
tometry in a new and more attractive form. 

Institute Research Bulletin No. 1—“Some points in the Cor- 
rection of Myopia’"—NOW READY. 

MYOPIA IS ONE of the problems studied at The 

Institute during the past four years. 

NEARLY 1,800 MYOPES, children and adults, have been used 
in clinical experiments. 65 Institute Members went out and ex- 
amined over 14,000 school children to collect data on Myopia. 

WHAT WE LEARNED about Myopia is given in The 

Institute Bulletin No. 1, “Some Points in the Correction 

of Myopia.” 

JUST PLAIN FACTS; not a bit of impractical theory. The dif- 
ferent types of Myopes; when to give full minus corrections and 
when to undercorrect; when to use bifocals and when not to use 
them; when to use and when not to use prisms; incipient Myopia 
and methods for holding it in check; accommodative insufficiency, 
how to recognize it and what to do about it; true and false hyper- 
phoria with myopia; the apparent myope who is really hyper- 
metropic; pseudo-amblyopia with myopia; and other vexing prob- 
lems of myopia. Plenty of illustrative case records of myopes who 
were studied from 2 to 4 years. 

AN INTRODUCTORY SUPPLEMENT: “Concerning 

Reflexes,’ simplifies and makes more understandable 

the physiological reasons for using prisms and bifocals. 


Order your copy of Bulletin and Supplement today. 


THE OPTOMETRIC RESEARCH INSTITUTE 
2111 Woodward Ave., Detroit, Mich. 


I want Institute Bulletin No. 1, Myopia. 


(A) Enclosed $1.00 (cash) (check) (money order) (stamps) 
ag PS (If stamps are sent, send only lc, 2c, or 3c) 
2 (B) Mail C.OD. for $1.25 (extra $.25 to cover C.O.D. mailing costs 
OS including M.O. fee & C.O.D. fee) 


(Mail parcels cannot be shipped to Canada C.O.D.) 
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HEN glasses are fitted toa 
youngster’s face it is important 
iat they provide their visual correc- se 
on in comfort—for as long as they may NN 


worn. 


he sturdy Shuron Academy frame, fitted 


ith Orthocentric Pads, gives this needed There is a Shuron inter- 
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